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Abstract 
 
Objectives:  This study explores the trends of Emergency Contraception (EC) knowledge 
and use in Kinshasa, Democratic Republic of Congo (DRC). 
Methods: The study examined three rounds (2015-2016) of Performance, Monitoring, 
and Accountability 2020 (PMA2020) women’s data from Kinshasa, DRC. The analysis 
examined sociodemographic characteristics of women who reported having knowledge of 
EC across time; compared sociodemographic characteristics of women who reported 
using EC in the preceding twelve months; and examined where women obtained EC.    
Results:  Both knowledge and use of EC increased between 2015 and 2016, though use of 
EC remained low as compared to other modern contraceptive methods.  Married women 
made up a larger proportion of women with EC knowledge, as compared to never 
married women, across all three rounds. There was a decrease in EC use by women with 
a secondary school education and a decrease in EC knowledge by youth, ages 15 to 19. 
The proportion of unmarried EC users more than doubled between 2015 and 2016, while 
the proportion of youth, ages 15 to 19, using EC decreased. The proportion of women 
who obtained EC in pharmacies increased, as did users who received counseling on EC.  
Conclusion:  While knowledge and use of EC increased throughout the three rounds of 
data, EC knowledge and use remains low.  It is suggested that future programmatic and 
structural interventions focus efforts on educating groups of women who demonstrate 
low knowledge of EC and low EC use.  
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Background:  
 
The Democratic Republic of Congo (DRC) has a population of 81 million people 
as of 2017.1  At the 2017 Family Planning Summit the government of the DRC 
recommitted to its Family Planning 2020 (FP 2020) goals of reaching a modern 
contraceptive prevalence rate (mCPR) of 19% by the year 2020 for all women of 
reproductive age (15-49 years) and to increase access to family planning services.2 
Additionally, they committed to reforming current laws that “pose barriers to responsible 
parenthood and planned births”.2(p3) At the time of this writing a law favorably addressing 
fertility assistance, contraceptive commodity availability, decriminalization of 
reproductive health, plus other measures is advancing through levels of legislative 
review.3 Additionally to support the FP2020 commitment, the government added a line 
item allocation to its budget for the purchase of contraceptives. However, while the 
government does contribute to family planning services and the purchase of commodities, 
most financial support comes from outside donors.4  
 In 2017, the mCPR for the DRC was estimated to be at 10.3%, with a 40% unmet 
need for family planning.5  This is higher in the capital city, Kinshasa, where data from 
2015 and 2016 show a mCPR of 20.9% among women of reproductive age (15-49 
years).6 Kinshasa also has a lower total fertility rate compared to the country as a whole: 
4.2 children per woman versus 6.2 children per woman.7 As of 2016, the most popular 
modern contraceptive method used among both married and unmarried women of 
reproductive age was male condoms.6  
Emergency Contraception (EC) is a group of contraceptive methods that can 
prevent pregnancy up to 120 hours after sex.8 The UN Commission on Life-Saving 
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Commodities for Women and Children predicted that, worldwide in five years, over 
200,000 maternal deaths could be averted if there was equitable access to EC, as well as 
increased awareness of the method.9 EC affords women the opportunity to prevent 
pregnancy after unprotected sex or when the method used fails.8 In Kinshasa, 3.2% of 
married women using modern contraceptive methods used EC, while 29% of users used 
implants and another 29% used condoms.10   
This paper will examine women’s EC knowledge, use, and acquisition from three 
rounds of Performance Monitoring and Accountability 2020 (PMA2020) women’s data 
collected in 2015 and 2016 in Kinshasa, DRC.  It will look at knowledge at use by age, 
marital status, parity, wealth and education to better understand EC user trends.  It will 
also examine the methods that women use with EC. Additionally, it will examine where 
women obtain EC and whether or not users received counseling about EC. 
While this paper will focus only on the sociodemographic characteristics of 
women with knowledge of and recent use of EC, as well as their experiences at service 
delivery points, it is also important to understand the supply environment of EC in 
Kinshasa, since access can be a barrier to EC use. While EC is on the list of essential 
medicines in the DRC, access remains low.11  Babazadeh et al. used Performance 
PMA2020 service delivery point (SDP) data from 2014, 2015, and 2016, to assess the 
family planning commodity supply environment in Kinshasa.12  They found that health 
centers and pharmacies made up the majority of SDPs in Kinshasa (over 83%).  The 
percentage of SDPs that offered more than three modern contraceptives methods rose 
between 2014 and 2016; in 2014, 43% of SDPs offered more than 3 methods, while in 
2016 about 54% of facilities offered more than three methods.  They also found increased 
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availability of EC between 2014 and 2016; in 2014 only 19% of SDPs offered EC, while 
in 2016 36% of SDPs offered the method.  Other methods such as male condoms, pills 
and injectables also increased in availability at SDPs between 2014 and 2016. 
Literature Review 
 
 The literature surrounding EC use examined demographic characteristics 
associated with knowledge and use, provider readiness to dispense EC, and barriers to EC 
use. These studies primarily draw on data from the United States, Nigeria, Kenya, and the 
DRC.13–19  
In their 2007 US study, Baldwin et al. 13 analyzed EC awareness and use among 
the women surveyed in the 2003 California Health Interview Survey.  The authors looked 
at age, ethnicity, income, and population density as predictors of EC knowledge and use. 
Across all ages included in the survey (15-44 years), they found the lowest awareness of 
EC among teenagers (15-17 years) and the highest awareness among younger adults (18-
25 years).  Wealthier women were also more likely to be aware of EC than their less 
affluent counterparts.  When examining who was most likely to use EC, they found age 
to be the strongest predictor. Teens who were aware of EC were more likely than adult 
women to use the method.  Other factors that predicted use of EC, among those who were 
aware of the method, included having lower annual incomes and living in urban settings.  
 Ajayi et al. examined EC use and sexual behavior among female undergraduate 
students at two universities in Ekiti State, Nigeria.14  Surveys were administered to a 
sample of  female undergraduate students at both universities. Similar to Baldwin et al.’s 
study in the US, they also found that age was significantly associated with awareness of 
EC. Both studies found accurate knowledge of the timing of EC use increased with age 
	 	  Lee 7 
and education levels.  Age was not significantly associated with EC use; however, 
education and awareness were both significantly associated with it.  
 In a different study of students at a private university in Ogun State, Nigeria, 
Abiodun examined characteristics associated with EC use.15 They found EC uptake to be 
significantly associated with older age (greater than 19 years) as well as higher income 
(defined as a monthly allowance). Additionally, Abiodun examined characteristics 
associated with a mean EC score, created from responses to questions such as whether or 
not participants knew the correct timing of taking EC; whether they knew the correct 
dosage of EC, if they understood the correct circumstances of when EC could be used, 
and whether they could choose varieties of EC brands from a list.  However, they did not 
find a significant association between these scores and sociodemographic characteristics.  
 In a 2007 study based in Kenya, Morgan, Keesbury, and Owino interviewed 
women purchasing EC at pharmacies.16   They found the majority of clients to be the ages 
of 20 and 29 years. Thirty-five percent of clients interviewed were not in a relationship, 
while 65% were either married or in a relationship. Additionally, 41% had at least one 
child.  They also found that 94% of clients had at least a secondary school education and 
38% reported using another form of contraception in addition to EC. 
 Morgan, Keesbury, and Speizer examined data from Urban Reproductive Health 
Initiative’s household surveys in Nigeria and Kenya to look at EC awareness and use 
patterns in the two countries among women of reproductive age (15-49 years).17  Unlike 
the studies by Ajayi et al. and Abiodun, Morgan et al. looked at the association between 
marital status and EC knowledge. They found that, in both countries, sexually 
experienced, never married women were “more likely to be aware of EC than were ever-
	 	  Lee 8 
married women in their respective countries.”17(p64)  Looking at use of EC in both 
countries, they found sexually experienced, never married women to be more likely than 
ever-married women to have ever used EC,  to have used it recently (in the past year), 
and to have used it “more than once per month during the past year.”17(66)  Additionally, 
they studied where women preferred to obtain EC.  Most women (96 percent in Kenya 
and 92 percent in Nigeria) reported that they would likely obtain EC from a pharmacy or 
drug shop if needed.  A small percentage (2 percent in Kenya and 6 percent in Nigeria) 
that they would seek out EC from a clinic, dispensary, hospital, or other source. Similar 
to the results from the other studies, they found that more EC users (both recent and non-
recent users) had higher education levels than those who had never used EC.  
Additionally, women in their twenties made up the more than 50% of both recent and 
past EC users.14  In both countries, recent users were more likely to have higher 
education levels and to never have been married compared with those who had never 
used EC.    
 Hernandez, Mbadu, Garcia, and Glover’s study used mystery clients to assess 
private sector pharmacies’ preparedness to provide services to women seeking EC in 
Kinshasa, DRC.18 Mystery clients asked pharmacy staff questions to assess staff’s 
knowledge of EC, as well as their attitudes towards clients seeking the method.  Of the 
pharmacies included in the study, mystery clients were able to receive EC from 75% of 
providers, while 4% of pharmacies refused to sell the method to the mystery client, and 
22% did not have the method in stock.  Of the providers that sold EC to the clients, 93% 
provided information on the timing of when to take pills, though only 80% of those 
providers indicated the correct information on timing.  Sixty-five percent of pharmacy 
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staff that sold EC to the clients provided information on EC’s side effects.  However, 
results showed that many pharmacy staff supplied the mystery clients with inaccurate 
information about side-effects such as that EC may cause cancer or infertility with 
repeated use.  
 In their 2017 study, “Awareness and Perceptions of Emergency Contraception 
Pills Among Women in Kinshasa, Democratic Republic of the Congo,” Hernandez, 
Muanda, Garcia and Matawa conducted focus group discussions among women (ages 15-
35 years) to examine attitudes and awareness of EC.19  Two thirds of the women in the 
focus groups noted methods that could be used if a woman did not wish to become 
pregnant after unprotected sex. Focus group participants listed folk remedies, antibiotics, 
antimalarial and deworming drugs. These recitations were similar to the findings from 
another survey of undergraduate university students in Edo State, Nigeria.20  EC pills 
were sometimes grouped together with the other drugs listed. In general, they found low 
levels of awareness of EC, but found that awareness of EC was higher among university 
students and women aged 25-35 than less educated or younger women.19  
Additionally in the Hernandez, Muanda, Garcia and Matawa’s study, respondents, 
ages 15-19 years, strongly expressed the preference for purchasing EC at pharmacies as 
opposed to health centers or hospitals.19  However, university students expressed wanting 
EC to only be available at hospitals or health centers, to guard against overuse by 
adolescents and so that women could receive counseling from doctors or nurses. 
Respondents also cited a preference for pharmacies, as visiting them is more discrete than 
going to a health center.  Women also believed that buying EC from pharmacies would 
be cheaper than from health centers, due to additional consultation fees or transportation 
	 	  Lee 10 
costs.  Participants did not want EC to be provided free of charge, however.  They 
believed that charging for EC could limit abuse of the method and would help the method 
stay in stock (as opposed to if it were free).  One participant suggested that EC be made 
available at similar prices to other drugs, otherwise people may not purchase it. 
Findings from the above studies were relatively consistent with one another, but 
noted here are differences.  While Ajayi et al. found an increase in age to be associated 
with more accurate knowledge of EC, Abiodun did not find a significant relationship 
between knowledge and sociodemographic variables, such as age.14,15  In terms of EC 
use, Baldwin et al. found age to be a strong predictor of EC use, with teens more likely to 
use than older participants; this differed from Abiodun’s and Keesbuy’s results, as they 
found women older than 19 to be more likely to use EC, and more EC users to be in their 
twenties, respectively.15,16  Education was found to be significantly associated with EC 
use in studies by Morgan et al. and Ajayi et al.14,17 
Methods 
	
 Three rounds (Round 3 in 2015, Round 4 in 2015, and Round 5 in 2016) of 
PMA2020 women’s level survey data from Kinshasa, DRC were used in this analysis. 
PMA2020 uses two-stage cluster design for their sampling frame.  They draw a sample of 
Enumeration Areas (EAs) from a master sampling frame.  Households are then mapped 
in each EA and randomly selected to participate in the surveys.21  All women, ages 15-49 
years, in selected households (either they slept there the night before or are usual 
members of the household), are contacted, asked for consent, and interviewed.22 Round 3 
data were collected in May and June, 2015.23 In Round 4, data were collected between 
October, 2015 and January, 2016.24  
	 	  Lee 11 
 In each round of PMA202 (Rounds 3-5), researchers sampled 58 EAs from which 
households were selected.10,23,24  EAs from these households were the same in each 
round.21 In Kinshasa Round 3 (2015), 30 households were drawn from each EA.23  The 
final sample from this round included 1768 households and 2684 completed female 
surveys.  In Kinshasa Round 4 (2015), 30 households were selected from each EA.  The 
final sample included 1774 households with 2733 completed female surveys.24  In 
Kinshasa Round 5 (2016), 33 households from each EA were chosen.   The final sample 
included 1,841 households with 2595 completed female surveys.18  While women were 
not excluded if they completed a previous round of PMA2020 female surveys, the data 
does not track these women across time. 
 Analyses examined knowledge, use, and place of procurement for EC among 
women aged 15-49 in Kinshasa, DRC.  All analyses were conducted in Stata 15.0.25 
 The analysis sample included all women of reproductive age (15-49 years) who 
completed the female questionnaire surveys in 2015-2016 (Rounds 3-5).  In 2016, 143 
women who did not consent to the survey, were not at home, refused the survey, were 
incapacitated or did not complete the survey in its entirety were dropped from the dataset.    
While PMA2020 conducted two additional rounds of surveys (Round 1 in 2013 and 
Round 2 in 2014) in Kinshasa, only Rounds 3-5 were used, as the earlier rounds of data 
did not ask women about their knowledge of EC, which was a key outcome of interest.  
The final sample sizes for this analysis are 2,681 (2015, Round 3), 2,733 (2015, Round 4) 
and 2,595 (2016, Round 5). 
 The sociodemographic variables used in this survey were marital status, age, 
education, wealth, and number of live birth events.  Women who reported being married 
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or currently living with a man were combined into the category “Married/In Union” and 
coded as “1.” Women who reported being divorced, separated, or widowed were grouped 
together into the category “Divorced/Widowed” and were coded as “2.” Never married 
women remained in the category “Never Married” and were coded as “3.”  Women’s 
reported ages were grouped into five-year increments.  The education variable refers to a 
women’s highest level of education she attended.  The variable number of birth events, 
refers to the number of times a woman gave live birth. As the values for this ranged from 
0-12 in the samples, this category was condensed into categories: 0 births (coded as “1”), 
1-2 live births (coded as “2”), 3-4 live births (coded as “3”) and 5 or more live births 
(coded as “4”). 
The method mix variable includes the most effective method a woman reported 
using within the 12 months preceding the survey and excludes women who did not report 
using a contraceptive method.  For this paper, the long acting reversible contraceptive 
(LARCs) category refers to women who used implants, IUDs or injectables as their most 
effective method within the past twelve months.   Traditional methods include the 
lactational amenorrhea method (LAM), rhythm method, beads, withdrawal, and other 
methods.  Short acting methods refer to the oral contraceptive pill, male condoms, and 
female condoms.  Women who were pregnant, but reported using a contraceptive method 
within the twelve months preceding, the survey were included in survey results.  
To assess whether or not women had ever heard of EC at the time of interview, 
participants were asked, “Have you ever heard of emergency contraception (or the 
morning after pill)?”. Women who answered “yes” to this question were counted as 
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having knowledge of EC.  Follow-up questions about participants’ knowledge, such as 
when it would be appropriate to use EC or side-effects of EC, were not asked. 
For this study, EC users are women who reported using EC within the past 12 
months, regardless of whether or not it was the most effective method they were using at 
the time.  EC users were asked if they were told about side effects by the provider of EC.  
Those who answered “yes” to this question were considered to have received counseling 
on EC side-effects.  Those who answered “yes” were then asked if they were told what to 
do if they experienced those side-effects.  Survey participants were not asked follow up 
questions to confirm that they were told correct information about side-effects. 
Results 
Survey Demographics 
Table 1 reports the sociodemographic characteristics of the women aged 15-49 
from each of survey round, 2015-2016, who completed the female questionnaires.  
Between the three rounds, women who were married/in union and never married women 
made up most of the sample. Over 60% of the women from each round had a secondary 
school education.  About 20% of the women from every round made up each wealth 
category, with the smallest percentage of women in the lowest wealth quintile (17.4%, 
17.8% and 16.1% in 2015 [Round 3], 2015 [Round 4], and 2016).  When looking at 
number of live birth events, women with zero live births made up the largest proportion 
of the sample population, with 39.7% in 2015 (Round 3), 41.2% in 2015 (Round 4) and 
40.3% in 2016 (Round 5). 
Across time, there was an overall increase in the proportion of women 15-49 who 
indicated that they had heard of EC.  While knowledge decreased by 0.6 percentage 
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points between the two surveys in 2015, there was almost a 6.3 percentage point increase 
in knowledge between 2015 (Round 3) and 2016 (Round 5).   
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Table 1: Sociodemographic characteristics of women surveyed in Kinshasa, by PMA2020 Round/Year 
 Round 3/2015, 
Weighted % 
(n=2681) 
Round 4/2015, 
Weighted % 
(n=2733) 
Round 5/2016 
Weighted % 
(n=2595) 
Marital Status    
 Married/In Union 46.0 43.2 47.0 
 Divorced/Widowed 5.1 5.2 5.3 
 Never Married 48.9 51.6 47.7 
 Missing 0.0 0.3 0.1 
 Total 100.0 100.0 100.0 
Age    
 15-19 23.1 22.7 21.8 
 20-24 20.2 19.0 21.2 
 25-29 16.4 18.5 16.2 
 30-34 15.8 17.4 17.1 
 35-39 9.0 9.4 9.0 
 40-44 9.3 7.2 8.5 
 45-49 6.1 6.0 6.2 
 Total 100.0 100.0 100.0 
Education    
 None 2.4 3.2 2.2 
 Primary School 7.7 21.3 18.6 
 Secondary School 67.1 62.5 63.6 
 University or 
higher 
12.8 12.9 15.7 
 Missing 0.1 0.1 0.0 
 Total 100.0 100.0 100.0 
Wealth    
 Lowest 17.4 17.8 16.1 
 Lower 21.3 21.0 20.7 
 Middle 19.4 20.7 21.0 
 Higher 21.0 20.3 20.0 
 Richest 21.0 20.3 22.1 
 Missing 0.0 0.0 0.1 
 Total 100.0 100.0 100.0 
Number of live birth events    
 0 39.7 41.2 40.3 
 1 to 2 28.7 28.5 28.9 
 3 to 4 17.8 17.1 17.4 
 5+ 13.9 13.2 13.3 
 Total 100.0 100.0 100.0 
Knowledge of EC    
 Yes 22.6 22.0 28.3 
 No 77.3 77.9 71.7 
 Missing 0.2 0.1 0.0 
 Total 100.0 100.0 100.0 
	 	  Lee 16 
Method Mix 
Only women who reported using a contraceptive method within the past twelve 
months were included in Table 2. Of these women, more women reported using traditional 
methods than any other method, though this decreased slightly throughout the three rounds.  
Short acting methods, which represented about 30% of the method mix also decreased 
throughout the three periods of data collection. There was a 1.7 percentage point increase 
in the proportion of women using EC between 2015(Round 3) and 2016; however, EC use 
still remained low compared to other contraception categories across all surveys.  
 Table 2: Method mix of women living in 
Kinshasa (ages 15-49) who reported 
using family planning within the past 12 
months, by PMA2020 Round/Year 
 Round 
3/2015 
Weighted 
% (n=1075) 
Round 
4/2015 
Weighted 
% (n=1306) 
Round 
5/2016 
Weighted 
% (n=1180) 
Female 
Sterilization 
0.81 0.93 0.51 
LARCs 13.9 15.21 16.3 
EC 1.4 1.36 3.1 
Short Acting 
Methods 
30.8 30.77 28.9 
Traditional 53.1 51.72 51.1 
Missing 0 0 0.1 
Total 100.0 100.0 100.0 
 
Knowledge of EC 
Table 3 describes sociodemographic characteristics of the women who answered 
“yes” to having heard of EC at the time of the survey. The percentage of never married 
women with knowledge of EC increased by 1.6 percentage points between 2015 (Round 
3) and 2016 (Round 5), while the percentage of youth (15-19 years) with knowledge of EC 
decreased by 2.2 percentage points between 2015 (Round 3) and 2016. Over 50% of 
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women who had knowledge of EC at the time of the survey, for all rounds, were between 
the ages of 20 and 34.   
 Knowledge of EC varied across levels of education throughout the three rounds of 
data.  Women with no education consistently had the lowest levels of EC knowledge, while 
women with a secondary school education had the highest levels of EC knowledge over all 
rounds.  However, both groups of educational attainment showed a decrease in knowledge 
of EC between 2015 (Round 3) and 2016, by 0.8 and 10.1 percentage points respectively.  
The percent of women with a primary school education who had heard of EC increased by 
4.1 percentage points between 2015 (Round 3) and 2016, while those who attended 
university or higher saw an increase in knowledge by 4.4 percentage points between the 
two surveys in 2015 and by 2.8 percentage points between 2015 (Round 4) and 2016.  
 Within the wealth quintiles, there was an increase of women with EC knowledge 
between 2015 (Round 3) and 2016 by 0.7 percentage points in the highest quintile and 7 
percentage points in the lower wealth quintile.  However, there was a decrease of 5.3 
percentage points in the proportion of women who had knowledge of EC for the higher 
quintile.  
 The percentage of women who had zero live births and knowledge of EC increased 
by 4.1 percentage points between 2015 (Round 3) and 2015 (Round 4), and by 0.8 
percentage points between 2015 (Round 4) and 2016.  
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  Table 3: Sociodemographic characteristics of women in 
Kinshasa reported having knowledge of EC, by 
PMA2020 Round/Year  
  Round 3/2015 
Weighted % 
(n=642) 
Round 4/2015 
Weighted % 
(n=601) 
Round 5/2016 
Weighted % 
(n=720) 
Marital Status    
 Married/In 
Union 
55.7 49.0 54.1 
 Divorced/Wido
wed 
6.7 7.5 6.9 
 Never Married 37.4 43.5 39.0 
 Total 100.0 100.0 100.0 
Age    
 15-19 9.4 5.7 7.2 
 20-24 18.6 16.7 20.8 
 25-29 18.9 25.0 19.3 
 30-34 21.1 23.5 23.8 
 35-39 21.5 12.1 11.4 
 40-44 13.3 9.3 10.6 
 45-49 6.3 7.8 7.0 
 Total 100.0 100.0 100.0 
Education    
 None 1.8 0.8 0.6 
 Primary School 12.1 16.1 16.2 
 Secondary 
School 
65.4 58.0 55.3 
 University or 
higher 
20.7 25.1 27.9 
 Total 100.0 100.0 100.0 
Wealth    
 Lowest 15.0 14.4 14.1 
 Lower 15.2 18.3 21.2 
 Middle 19.7 18.1 19.1 
 Higher 25.3 19.4 20.0 
 Richest 24.8 29.9 25.5 
 Total 100.0 100.0 100.0 
Number of live birth Events    
 0 25.5 29.6 30.4 
 1 to 2 35.4 25.9 34.8 
 3 to 4 24.0 19.8 18.9 
 5+ 15.0 14.6 15.9 
 Total 100.0 100.0 100.0 
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EC Users 
 Table 4 describes the sociodemographic characteristics of women who reported 
using EC within the 12 months preceding the survey. The proportion of never married 
women who reported using EC within the 12 months preceding the surveys more than 
doubled between Rounds 3 and 5 (from 30.6% to 76.7%), while the proportion of married 
women using EC decreased by 11.2 percentage points.  Also, the proportion of 
widowed/divorced women using EC decreased by 35% (from 35% of users to 0% of users). 
 The proportion of young adult, ages 20-24, EC users increased by 32 percentage 
points between 2015 and 2016, while the proportion of EC users in their early thirties (30-
34 years) decreased from about 19 percentage points.   
 Women with no education did not use EC in Rounds 3 and 5, while their awareness 
of EC was also the lowest in those rounds of survey collection. While women with a 
secondary school education made up the largest proportion of EC users within the 
education variable, EC users with a secondary education decreased by 22 percentage points 
between 2015 (Round 3) and 2016.    
 Between Rounds 2015 (Round 3) and 2016 the proportion of women in the lowest 
quintile using EC decreased by 15.3 percentage points, while the proportion of users in the 
lower and middle categories increased by 13 percentage points and 10.8 percentage points, 
respectively, between 2015 and 2016.   
 The proportion EC users who had zero live birth events increased by 34.8 
percentage points between 2015 and 2016. Also, there was a 31.6 percentage point decrease 
in EC use for women with 3 to 4 birth events.  EC use remained lowest with women who 
experienced at least 5 live birth events. 
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 Table 5 describes the method mix among women who reported using EC within the 
12 months preceding the surveys.  In all three rounds, more than 50% of women using EC 
reported using it alone, without another method; EC only users increased by 5 percentage 
points between 2015 (Round 3) and 2016.  Additionally, the proportion of EC users who 
reported using EC, male condoms, and traditional methods within the 12 months preceding 
the survey by 12.5 percentage points between 2015 and 2016, while those using EC and 
only traditional methods decreased by 8.9 percentage points.  
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  Table 4: Sociodemographic characteristics of women 
who reported using EC within the past 12 months, 
by PMA2020 Round/Year 
  Round 3/2015 
Weighted % 
(n=19) 
Round 4/2015 
Weighted % 
(n= 17) 
Round 5/2016 
Weighted % 
(n=39) 
Marital Status    
 Married/In 
Union 
34.5 30.27 23.3 
 Divorced/Widow
ed 
35.0 0 0 
 Never Married 30.6 69.73 76.7 
 Total 100.0 100.0 100.0 
Age    
 15-19 18.1 11.46 10.7 
 20-24 11.6 29.64 43.6 
 25-29 24.53 17.64 26.5 
 30-34 28.55 29.63 9.5 
 35-39 2.9 0 6.2 
 40-44 12.3 11.63 3.5 
 45-49 2.0 0 0 
 Total 100.0 100.0 100.0 
Education    
 None 0 5.87 0 
 Primary School 8.4 5.57 10.4 
 Secondary 
School 
81.0 64.8 59.0 
 University or 
higher 
10.6 23.77 30.6 
 Total 100.0 100.0 100.0 
Wealth    
 Lowest 24.6 11.25 9.3 
 Lower 2.9 10.82 15.9 
 Middle 9.4 35.75 20.2 
 Higher 40.7 11.59 35.0 
 Richest 22.4 30.59 19.6 
 Total 100.0 100.0 100.0 
Number of birth Events    
 0 14.6 28.76 49.4 
 1 to 2 40.0 51.81 35.0 
 3 to 4 43.8 13.24 12.2 
 5+ 2.0 6.19 3.5 
 Total 100.0 100.0 100.0 
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 Table 5: Method mix among EC users, by 
PMA2020 Round/Year 
 R3/2015 
Weighted % 
(n=19) 
R4/2015 
Weighted 
% (n=17) 
R5/2016 
Weighted 
% (n=39) 
EC only 59.9 70.6 64.9 
EC, male 
condoms 
0 6.2 1.3 
EC, male 
condoms, 
traditional 
4.0 5.6 16.5 
EC traditional 23.6 17.6 14.7 
EC, injectables 0 0 0.8 
EC, pill, 
traditional 
6.5 0 1.9 
EC, injectables, 
traditional 
6.5 0 0 
 Total 100.0 100.0 
 
Where women obtain EC and counseling 
Table 6 includes the women who reported using EC within 12 months prior to the 
survey.  The small total number of EC users should be taken into account when examining 
method source and counseling. In 2015 (Round 4) and 2016, all EC users obtained the 
method from a pharmacy, which is a 25.6 percentage point increase from 2015 (Round 3).  
In 2015 (Round 3), users also obtained EC from maternity wards or friends, but the 
proportions were still much lower than pharmacies. In each survey round, less than 20% of 
women were told about EC side effects.  Among those who were told about side effects, 
less than half were told what to do if they experienced side effects.  However, the 
proportion of those who did receive the second form of counseling rose between by 0.6 
percentage points between 2015 (Round 3) and 2016. 
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  Table 6: Where EC users obtained EC 
and counseling services provided, by 
PMA2020 Round/Year 
  Round 
3/2015 
Weighted % 
(n=19) 
Round 
4/2015 
Weighted %   
(n= 17) 
Round 
5/2016 
Weighted % 
(n=39) 
Facility where EC obtained    
  Family planning 
clinic 
6.5 0 0 
 Pharmacy 74.4 100 100 
 Other or 
Friend/Relative 
12.6 0 0 
 Maternity ward 6.5 0 0 
 Total 100.0 100.0 100.0 
Told about side effects by 
provider          
(n=4) (n=3) (n=8) 
 No 81.1 83.8 80.7 
 Yes 18.9 16.2 19.4 
 Total 100.0 100.0 100.0 
If counseled on side effects, 
counseled on what to do if side 
effects experienced 
   
 No 68.3 66.42 58.0 
 Yes 31.7 33.6 42.0 
	 Total 100.0 100.0 100.0 
Discussion 
	
 The data from this study show that both awareness of EC and EC use are increasing 
among women in Kinshasa. Similar to Baldwin et al.’s findings, the three rounds of 
PMA2020 data show low awareness of EC among youth aged 15-19 years.13  While 
Morgan et al. found that never married women were more likely to have heard of EC, we 
found that across time married women made up a larger proportion of the women who had 
heard of EC as compared to never married women.17 We also found a decrease in the 
percentage of women with a secondary education who had knowledge of EC, though they 
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made up the largest proportion of women with EC knowledge, by educational attainment 
across all rounds.  Future research may look into exposure to family planning messaging 
among these groups to see if exposure to messaging is low, or to see if they are receiving 
education about family planning methods.  Work to further target youth and adolescents 
with EC messaging has already begun.  In February 2018, DKT International, a social 
marketing organization, began a campaign advertising EC to youth and adolescents in the 
DRC.26  
 While EC knowledge was highest among married women as compared to never 
married women, we found the proportion of non-married EC users to be higher than 
married EC users in 2015 (Round 4) and 2016. This was similar to Morgan et al.’s findings 
that non-married women were more likely than married women to have used EC within the 
past year.17 
The results from this study differ somewhat from Hernandez et al.’s mystery client 
study results.  While the trends from this data show that there was a small increase in the 
proportion of providers who told women about the side-effects of EC, less than 20% of 
respondents were told about side effects of EC; even fewer were told what to do if they 
experienced those side effects. Hernandez et al.’s results point to pharmacists  providing 
more information to the mystery clients.18  However, the mystery clients were instructed 
to ask about side effects to assess provider knowledge, while the participants in the 
PMA2020 rounds were asked if they received counseling; they were not asked if they 
requested counseling from providers.  This suggests that perhaps providers are not 
counseling women if they are not probed for information, or that the women surveyed by 
PMA2020 may not have remembered whether or not they received information about the 
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side effects.  This may also suggest a need to provide additional training to service 
providers, specifically pharmacists. Pharmacists trainings are especially important, as 
pharmacies are where all EC users in 2015 (Round 4) and 2016 purchased the product. 
Hernandez et al. found that the women in their focus groups preferred to purchase EC from 
pharmacies.19 This emphasis on use of pharmacies to obtain EC, with low rates of 
counseling, suggests the need to strengthen the pharmacy system in Kinshasa in order for 
pharmacists to provide the most information to clients so that they can make informed 
decisions.  As results from this study and other studies show, women purchase FP 
commodities from pharmacies, it is essential that government and outside organizations 
work to strengthen the quality of services provided at pharmacies in Kinshasa.19,27 Future 
research could examine trends of contraceptive counseling of all methods to see if rates of 
counseling with other methods compare to EC.  Such research would identify gaps in 
counseling and could inform provider trainings to ensure that women receive appropriate 
and accurate information with choosing a family planning method.   
 Education programs or media campaigns focused on dispelling myths about EC 
may also be suggested, as EC knowledge among survey participants was low, and 
Hernandez et al. found there were providers that gave women incorrect information about 
side-effects and timing.18,19  
Findings from this paper show that EC use decreased by more than half among the 
lowest wealth quintile, but increased for women in the lower and middle quintiles. Future 
analyses could use PMA 2020’s service delivery point data to further assess whether or not 
there was an EC price increase at pharmacies or other service delivery points or if any other 
supply side factors might explain the reduced use of EC among the poorest women.  If 
	 	  Lee 26 
price levels remained similar, a future study could ask poor women with knowledge of EC 
about their barriers to accessing EC.  
One of the most notable limitations of this study is how few women use EC as 
compared to other contraceptive methods. This small sub-sample was particularly 
apparent when looking at whether or not EC users received counseling on EC, as less 
than 20% of EC users received any type of counseling on the side effects of EC (n=3 in 
2015/Round 3, n=4 in 2015/Round 4, and n=8 in 2016/Round 5).   So, while we can 
examine trends and make suggestions for future programmatic interventions to increase 
EC awareness and use, these proposals may be ineffective as the study is based on 
experiences and characteristics of a small portion of the population and thus a challenge 
to generalize findings with any level of precision.  
In the two years of survey results, 30-40% of EC users reported using additional 
methods, such as condoms and traditional methods.  The PMA2020 surveys did not ask 
women about why they used multiple methods in the preceding year, nor how many 
times they used EC.  The answers to such questions would have provided a deeper 
understanding of the trends in EC, but now pose questions for future research to explore.  
Additionally, this analysis did not look at PMA2020’s corresponding SDP data.  
Analyses of this data could provide insights into prices and availability of EC as 
compared to other contraceptive commodities at pharmacies.  Comparing EC availability 
and prices across types of health facilities may also have provided a deeper understanding 
of why women chose to purchase EC pharmacies.  
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Policy Recommendations  
	
 While EC use is low compared to other contraceptive methods, EC use among 
adolescents, aged 15 to 19 years, is decreasing.  Additionally, EC knowledge is lowest 
among adolescents and also decreasing over time. This may suggest that adolescents are 
not receiving education about EC compared to other age groups and also may have a more 
difficult time accessing EC or have other barriers to acceptance of the method.  An analysis  
of laws and policies affecting youth’s access to family planning from the Population 
Reference Bureau  found that the DRC’s laws and policies restrict youth’s access to family 
planning services, and the laws may require parental consent to access such services, 
further inhibiting access.28  It is recommended that the government of the DRC continue to 
advance its FP2020 commitment to expand access to reproductive services and 
commodities for all, not excluding youth.  As the government of the DRC only provides a 
small fraction of monetary support for family planning, it is also important for outside 
donors and partners to make available a full range of contraceptive commodity availability.  
To increase awareness and demand of EC, education programs or campaigns may help 
educate women about EC and alleviate misconceptions that many people have about EC, 
as there are many, as found in Hernandez et al.’s study.19  
 Increasing both access to and education about EC gives women the option to 
increase control of their fertility.  While many women who took the surveys use EC alone, 
there were also women who used the method with others such as traditional methods and 
condoms.  Because of the trend of more women using EC in addition to other methods it 
is essential that women have access to accurate information, as well as access to services 
to be able to make the most informed decisions about family planning. 
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Conclusion 
	
The exploration of knowledge and use trends of EC demonstrate both an increase 
in EC knowledge and use in Kinshasa.  The trend data also show the evolving profiles of 
EC users and women who have heard of EC.  However, EC use still remains low compared 
to other methods of family planning methods and knowledge of EC has much room for 
improvement. Trends in providers educating their clients about side-effects of EC indicate 
the need for improvement. While this study provides insight into EC trends in Kinshasa, 
future research is still needed to further explore how to best increase both EC knowledge 
and use. 
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